Concern about flap viability and abdominal wall integrity would normally exclude a patient with a large ventral midline hernia from having a breast reconstruction with a deep inferior epigastric perforator (DIEP) flap. Ventral hernia repair using the abdominoplasty approach has been reported before. The abdominoplasty flap would normally be discarded. This article presents a unique case of a patient with a large incisional midline hernia who had a combined procedure of autologous hernia repair using component separation technique and DIEP breast reconstruction. The indications for DIEP breast reconstruction are therewith expanded.
Introduction
The lower abdomen is unmatched as donor site for breast reconstruction as it provides adequate tissue volume with a consistency resembling a natural breast. Mehrara et al. reported an increased risk for both donor site and flap related complications in patients with abdominal scars. 1 This article presents a unique case of a patient with a large incisional midline hernia who had DIEP breast reconstruction and hernia repair using component separation technique as a combined procedure.
Case illustration
A 54-year-old woman was referred for bilateral breast reconstruction. Left-sided mastectomy had been performed for breast cancer followed by adjuvant chemoradiotherapy. After diagnosing BRCA-2 gene mutation prophylactic mastectomy combined with implant breast reconstruction had been performed on the right side. The implant was removed due to infection. Prophylactic oophorectomy was done on a later date using a midline approach; she had a history of four caesarean sections, all through a midline incision. She developed a large ventral midline hernia (Figure 1 ). CT scanning revealed an abdominal wall defect of 10 cm transversely and 15 cm vertically. CT angiography visualized only one suitable perforator on the right and only a small superficial circumflex iliac artery (SCIA) on the left side. The patient consented to hernia repair combined with autologous and/or implant breast reconstruction in one session.
Surgical procedure
In general anesthesia, the skin and subcutaneous tissue were dissected from the hernia sac. Based on a single lateral row perforator, a hemi-DIEP flap of 305 grams was elevated on the right side. On the left side a flap of 285 grams based on a small caliber SCIA was elevated ( Figure 2 ). The DIEP flap was successfully anastomosed to the left internal mammary vessels and a breast was molded. The anastomosis of the SCIA flap to the right internal mammary vessels was repeatedly complicated by arterial thrombosis. Finally, the right breast was reconstructed using an expander implant. The hernia sac was resected. The open component separation technique as described by Ramirez et al. but without incision of the posterior rectus sheath was used for hernia repair. 2 Bilaterally, the aponeurosis of the external oblique muscle was vertically divided 1 cm lateral to the semilunar line from the inguinal region to the costal margin. The external oblique muscle was separated from the internal oblique muscle in an avascular plane. The two innervated composite complexes of rectus abdominis, internal oblique and transversus abdominis muscles were advanced medially and sutured together at the midline using a 
Discussion
Due to concerns about flap viability as well as abdominal wall integrity, patients with abdominal scars may be denied breast reconstruction with a DIEP flap.
1,3 Our patient had four caesarean sections all through a midline approach and developed a large incisional ventral hernia after oophorectomy through a midline incision. Incisional hernia represents one of the most frequent complications after abdominal surgery, with a reported incidence rate of 11%e20%. 4 In 1990 Ramirez et al. described the concept of open component separation technique for closure of abdominal wall defects. 2 The technique allows for autologous and dynamic reconstruction of the abdominal wall in patients with large ventral midline hernias. The hernia repair may be performed using an abdominoplasty approach. 5, 6 This approach provides an excellent exposure of both the abdominal wall as well as the hernia and isolates the skin incision from the hernia repair. Normally, the excess of skin and subcutaneous tissue would be discarded as in an abdominoplasty. We planned to harvest this tissue as a free perforator flap for autologous breast reconstruction and to combine that procedure with the hernia repair. The presence of abdominal scars and incisional ventral hernia in our patient made preoperative perforator mapping necessary as previous abdominal surgery may change the vascular anatomy. The findings of CT angiography corresponded well with the intraoperative findings with only one perforator suitable for a DIEP flap on the right side and with only a small caliber SCIA and no perforators on the left side. Priority was given to autologous breast reconstruction on the left side because of previous irradiation therapy at this side. The DIEP flap from the right side was successfully used for reconstruction of the left breast. The SCIA flap could not be used in our patient.
The main objectives of abdominal wall reconstruction are to provide stable soft tissue coverage and structural support with minimal morbidity. 2 Good results have been reported using the component separation technique for midline hernia repairs. 2, 5 Nevertheless, having used this technique in combination with mesh reinforcement of the hernia repair, Harth and Rozen reported a recurrence rate of 30%. 7 Incisional ventral hernia is not only a complication following abdominal surgery. It has also been reported as a rare donor site complication after DIEP breast reconstruction. 8 During the two years follow-up no signs of hernia recurrence or bulging could be detected in our patient ( Figure 1 ). We have not found published cases of combined autologous ventral hernia repair using the component separation technique and DIEP breast reconstruction. The approach for DIEP breast reconstruction provides an excellent exposure for hernia repair with the component separation technique. The existence of the hernia and scar formation after previous surgery can make the harvest of a free perforator flap more demanding. CT allows examining the extent of the abdominal wall defect as well as the structures of the abdominal wall, while CT angiography can provide information on the presence of suitable perforators. With adequate preoperative planning the possibility for a combined procedure of hernia repair and DIEP breast reconstruction can be evaluated. Both component separation technique for hernia repair and DIEP breast reconstruction are well-established surgical techniques. This article illustrates that for selected patients autologous hernia repair with a component separation technique can be combined with DIEP breast reconstruction. In such, the indications for autologous breast reconstruction with a free flap from the lower abdomen are further expanded.
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